Annual Enroliment Form

Virginia Child and Adult Care Food Program
ONE FORM PER ENROLLED CHILD, NEW FORM MUST BE COMPLETED EVERY 12 MONTHS

This form is required for: ~ ol o Thisformis NOT required for: . -
Chl[d Care Centers, Head Start, Even Start, and i_lcensed Athisk After-School, or Emergency Shelters
Qutside School Hours Programs

Center Information — Sponsoting Institutions should pre-fill this section

' ) ELS ternenhin ENTER
Center Nume CACFP Sponsor Number
270 FTUARTS DRAFT HWM. STUALTS DRAET \NA 244NN
Center Address City State Zip Code

PARENTS/CENTERS: This institution participates In the Child and Adult Care Food Program (CACFP) and receives reimbursement to pravide

more nutritious meals for your child(ren). Federal CACFP regulations requlre all parents or guardians to complete or review a CACFP Annual

Enrollment Form when enrolling their child{ren) and 12 months thereafter. This Information wil help ensure all children receive appropriate

meals during their care. The parent or center may complete Sections 1 through 4. The parent must review to ensure accuracy; then

complete Section 5, sign and date Section 6. If parent does not cemplese Sectlon 5, center staff should complete to the best of their ability
{by observation) and initial the section, The center will review completed enrollment form.

FULL NAME OF - | DAVS OF,
ENRULLED CH!LD y e
(lnclude Blrth Date/Age)

[ Monday TIME 1N TIME OUT TIME CHILD
Child’s Firet Mo {chack AM/PM and {check AM/PM and ATTENDS SCHOOL
- [ Tuesday record time) record time) {record Infout times) B 8reakfast
O wednesday [J AM Snack
Child’s Last Nome O Thursday avm ol pM | Tme | aM | pM e | o Retarte T | LI Lunch
3 Friday [J PM Snack
—_— O Saturday O Supper
Date of Birth Age | U Sunday Cves  1work multiple shifts and child{ren} may be in care
ONo different days/hours.

Ethnic/Racial Categories .
Please answer both questions. This information is voluritary.

A. Ethnic data of child{ren}: T Hispanic or Latino O Not Hispanic or Latino

Mark one only

B. Racial data of child{ren): [l Asian [ White [J Biack or African O Natlve Hawaiian T American Indlan or
Mark one or more that apply © American or Other Pacific Alaska Native
Islander
Signature and Date (parent or guardian must complete this section)
{ certify the information above is correct,
Signature of Parent or Guardian Date Parent’s Telephone Number {optionai)

NON-DISCRIMINATION STATEMENT: The U5, Department of Agriculture prohibits discrimination against its custemers, employees, and applicants for employment on the bases of race, color,
national origln, age, disability, sex, gender Identity, rellgion, reprisal, and where applicable, political bellefs, marital status, familial or parenta! status, sexual orlentation, or all or part of an
individual's income is derived from any public assistance program or activity conducted or funded by the Department, {Not all prohibited bases will apply to ali programs and/or employment
activities,) If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found enline at
hitp://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-8992 ta request the form. You may also write 2 letter contalning zlf of the information requested in the
form. Send your completed complzint form or letter to us by mail at U.5. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, b.C. 20250-
9410, by fax (202} 630-7442 or emall at program.intake@usda.gov. Individuals who are deaf, hard of hearing, or have speech disabilities and wish to file either an EEO or program complaint please
contact USDA through the Federal Relay Service at [8G0) 877-8339 or (800} 845-6136 (in Spanish), USDA is an equal opportunity provider and employer

) . ' ' T The effective date can be made retroactive back to the first day the child participates in the
Effective Date of This Enrollment Form: e effective date can be made retroactive ba fi y the chil fJCr icipotes in

CAGFP as fong os it occurs in the same manth this form is received.
This form is effactive for 12 months
from the date of parent signature,

Signature of Center Representative Date
Virginia Department of Health Rivislon of Community Nutrition Revised July 1, 2014




NAMES OF ALL HOUSEHOLD MEMBERS

[Adults and Chlidren] " - S : B FOSTER CHILD . SNAP, TANF or FDPIR CASE §

First, Middle Initlal, Last Check Ages of Skip fo Part 6 if all are foster Skip to Part 6if you Iist a SNAP,
if NO chifdren at children, TANF or FDPIR case number.

income center MUST BE SEVEN {7} RIGITS

OO Ono|ood
0|0 00|

L
2.
3.
4.
5.
B.

if any child you are applying for is homeless, migrant, or a runaway, check the a riate box a
H Hommeless O Migrant D Runaway Y y PRy g . g- K ppropriate b nd

 GROSS INCOME AND HOW FYEN IT 1S RECEWED  (Example:. SlUD/mor;th S100/twice 8 month; $100/everv oth

NAMES
- - - Welfare, Child Support ?ensmns, Retzrement Social Worker’s Comp, :
{LIST ALL HOUSEHOLD MEMBERS Earnings From Work Alimon Security Unernployment, SSi, étc.
WITH INCOME) - | himeny . e {All other income) -
. . . - Amount . How often? Amount ... | Howoftén?. | = Amount - How often? .. Amount.. . { Howoften?

LU

=
Uk | | e

VAR AR AR/ RV
W || [
W[ | e [

An adult household member must sign the applicatlon If Part 5 is completed or if zero
income is listed, the adult signing the form must also list the last four digits of his or
her social security number or mark the f do not have a socfal security number box,

XX X-XX-~-

- - I do not have a social
Social Security Number security number.

{ certify that afl information on this form is true and thot all income is reported. | understand that the center or day care home will get Federal funds based on the information |
give. | understand that CACFP officials may verify the information. | understand that if | purposely give false information, the participant receiving meals may lose the meal
benefits, and I may be prosecuted.

Date Printed Nome of Adult Household Member : Stgnature of Adult Household Member

Home Telephone Number (include Area Code) Home Address (Number, Street, City, State, Zip Code}

May we share your infarmaticn on this application with the FAMIS, the complete health insurance program for every child in Virginia? If yes, do not sign helow.

No,  do net want my information from this . . Sien here:
application shared with the FAMIS. . Date: 1N here:

PRIVACY ACT STATEMENT: The Richard B. Russell Natonal School Lunch Act requires the Information on this applisation. You do not have to give the Information, but If you do not, we cannct apprave yeur child far
free or reduced-price meals. You mustinclude the last four digits of your social security number of the adult househald member who signs the application. The soclal security number is not required when you apply
on kehalf of a foster child or you list a Supplemental Mutrition Assistance Program {SMAP), Temporary Assistance for Needy Famiiles (TANF) Program, or Food Distribution Program on Indlan Resarvations {(FDPIR) case
number ar other FOPIR identifier for your child or when you Indicate that the adult household member signing the application does not have a saclal securlty number. We will use your information to determine if
your chiid is eligible for free or reduced-price meais, and fer administration and enforcement of the Child and Adult Care Food Program. We MAY share your eligibility information with education, health, and
nutrition programs to help them evaluate, fund, or determine benefits for their programs, auditors for program reviews, and law enforcement officizls to help them look Into viclations of program rules.

NON-DISCRIMINATION STATEMENT: The U.5. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age,
disabllity, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orlentation, or all or part of an Individual's income is derived from any public
asslstance program or actlvity conducted or funded by the Department, {Not all prohihited bases will apply to all programs andfor employment activities.}) if you wish to file a Civil Rights program complaint of
diserlmination, complete the USDA Program Discrimination Complaint Form, found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866} 632-9992 to request the form.
You may also write a letter containing ali of the Information requested in the form, Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Directer, Office of Adjudicatian, 1400
Independence Avenue, 5.W., Washington, D,C. 20250-9410, by fax [202) 890-7442 or email at program.intake@usda.gov. Individuals who are deaf, hard of hearing, or have speech dlsabilitles and wish to file either
an EED or program complaint please contact USDA threugh the Federal Relay Service at (800) 877-8339 or (800) B45-6136 {in Spanish). USDA is an equal opportunity provider and employer, )

. ] Convert income only if different
Annual Income Conversion: Weekly X52  Every 2 Weeks X 26 Twicea Month X24 Once a Month X 12 frequencies of pay are reparted.

. NUMBER IN
TOTAL INCOME & Per: 0O Week O Every2Weeks O TwiceaMonth O Month O Year HOUSEHOLD:
[J FREE based on; O RERUCED based on: 3 DENIED reason:;
[ foster chitd L1 migrant [J SNAP or TANF €1 houséhnld income 1 income too high O incomplete app!icatlon
[J homeless [0 runaway  [J household income ' O non-qualifying SNAP/TANF

Signature of Determining Official: Date:

Virginia Department of Realth Divisicn of Community Nutrition Revised july 1, 2014



